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The unavailability of data from probability-
based samples has been among the greatest
impediments to identifying and addressing
health disparities for lesbian, gay, and bisexual
(LGB; or sexual minority) populations.1---3 The
earliest studies restricted sampling of gay men
and lesbians to psychiatric institutions and
served to pathologize sexual minorities.4 Later
efforts purposively sampled communities, pro-
viding more nuanced profiles of LGB health
that proved instrumental in early identification
of health disparities.5,6 Additionally, LGB and
transgender communities themselves orga-
nized health data collection efforts even before
the HIV/AIDS epidemic to document deter-
minants of their health disparities, including
barriers to health care, patterns of health
behavior, and experiences of discrimination.7,8
Yet, notwithstanding the richness of these data,
all nonprobability samples suffer from limita-
tions of external validity.9 Concerns about the
representativeness of data render studies using
nonprobability sampling less influential in
informing state and federal policy. Conve-
nience samples have helped provide a bur-
geoning understanding of health disparities
affecting LGB populations in the United States,
alongside reports from the few states that have
included sexual orientation in routine state
surveillance.2 However, probability-based data
about sexual minorities come primarily from
surveys in a few states, including California,10
Massachusetts,11 New Mexico,12 Oregon,13 Ver-
mont,14 and Washington,15 limiting the gener-
alizability of results from these states to other
parts of the country.
Data on the health of sexual minorities may
be particularly critical in the Southeastern
United States, as this region generally bears
a disproportionate burden of poorer health than
do other parts of the country.16 Of additional
concern is that many Southeastern states have
failed to incorporate sexual minorities into
existing laws (e.g., employment nondiscrimina-
tion) or have adopted new anti-LGB policies
(e.g., prohibiting legal recognition of same-sex
relationships), both of which may create and
exacerbate unhealthful social environments for
LGB populations, even as evidence of the health
impact of local and state policies on LGB health
grows.17--20 Differences in policy context by
region and state relevant to LGB and trans-
gender people are shown in Figure 1. This
context may yield health profiles different from
New England and the Pacific Northwest, areas
that currently have a greater number of policies
in place that support LGB and transgender rights.
Nevertheless, a substantial number of LGB peo-
ple live across the South.21,22 The Southeastern
state of North Carolina is estimated to be home
to more than 212 000 LGB people,23 and the
2010 US Census shows same-sex couples living
in all of North Carolina’s 100 counties.24
In 2011, North Carolina became the first
state in the South to include a sexual orientation
identity question on its statewide Behavioral
Risk Factor Surveillance Survey (BRFSS). We
examined the profile of health disparities of the
LGB population living in North Carolina across
domains derived from Healthy People 2020
objectives. Specifically, we a priori selected
available BRFSS indicators from which previous
research had identified LGB disparities respon-
sible for substantial morbidity and mortality,
related risk factors for poor health, and factors
that have public health policy relevance. We
categorized these indicators across 6 domains:
health status, chronic disease risk behavior,
injury prevention, screening behavior, health
care access, and social context (i.e., variables that
reflect the social environment that can influence
health or health behavior) to present a health
profile of LGB North Carolinians.
METHODS
The North Carolina BRFSS is part of a na-
tional health surveillance system and is con-
ducted jointly by North Carolina and the Cen-
ters for Disease Control and Prevention
(CDC).25 This anonymous questionnaire is
intended to provide data at the state level about
a variety of health behaviors and health out-
comes. In 2011 North Carolina began sampling
cell phone---only households in addition to
landline households to increase representation
of the state’s population; cell phone use is
associated with sociodemographic characteris-
tics, health status, health behavior, and BRFSS
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nonresponse.26---28 Using the weighting method
known as “raking” accompanied this change to
more accurately reflect the state’s population
with respect to age, gender, race/ethnicity,
education, and marital status.29
The 2011 North Carolina BRFSS question-
naire contains 3 sections: CDC core modules,
optional CDC modules that North Carolina
elected to include, and state-added questions
unique to North Carolina. All households were
asked questions from the CDC core modules
and were assigned to 1 of 3 survey completion
patterns to guide which of the remaining
optional CDC modules and state-added ques-
tions they would answer. Landline households
were assigned to 1 of 2 patterns, and cell
phone---only households were assigned to the
third. The final weighted response rate for the
2011 North Carolina BRFSS was 50% and
resulted in 11 500 household responses.30
Measures
North Carolina BRFSS interviewers deter-
mined and recorded respondent gender on the
basis of voice and asked only if they were
unsure. All other data were self-reported and,
unless otherwise noted, were assessed with
a single item. For respondents of non-Hispanic
ethnicity who reported membership in more
than 1 racial group, we assessed race using the
answer to the question, “Which one of these
groups would you say best represents your
race?” Because eligibility for many social ser-
vices in North Carolina is a function of the
federal poverty guideline (FPG), we categorized
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FIGURE 1—Lesbian, gay, bisexual, and transgender (LGBT)-specific policies across the United States by region: May 2013.
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However, BRFSS income categories do not
directly correspond with the FPG. Following
Conron et al.,11 we recoded income to the
midpoint value for each category or for those
who reported income of $75,000 or more to
the 80th percentile of annual family income in
2011 ($115 866).31We used the 2011 Health
and Human Services family size---specific
thresholds for poverty and self-reported
household size to trichotomize income into 3
categories: £ 100% FPG, 101%---300% FPG,
and greater than 300% FPG. In 2011, FPG was
$10 890 for a family of 1 and $22 350 for
a family of 4.
We assessed depressive disorder and
chronic disease status with items that respon-
dents answered if they had ever been told they
had the specific health condition by a doctor,
nurse, or other health professional. We fol-
lowed CDC guidelines for calculating body
mass index (BMI; defined as weight in kilo-
grams divided by the square of height in
meters) using self-reported height and weight
and used predetermined cutoff points of 25
and 30 to categorize respondents as over-
weight or obese, respectively.32 We defined
current smoking as reporting having smoked at
least 100 cigarettes in one’s life and also
currently smoking every day or some days. We
defined former smoking as having ever smoked
100 cigarettes and currently smoking not at all.
We defined binge drinking as men having had
5 or more drinks on 1 occasion, or women
having 4 or more drinks on 1 occasion in the
past 30 days. We assessed total fruit and
vegetable consumption by summing the
responses to items that asked, “During the
past month, how many times per day did you
eat . . .” for the following: fruit juice, fruit,
beans, dark green vegetables, orange-colored
vegetables, and other vegetables.
Sexual orientation identity was asked of all
North Carolina BRFSS respondents and
assessed with the following item: “Do you
consider yourself to be (1) heterosexual or
straight, (2) homosexual, gay, or lesbian, (3)
bisexual, (4) or something else.” In total, 57
men and 58 women identified as homosexual,
gay, or lesbian; 18 men and 28 women
identified as bisexual. To maximize statistical
power in the sample we combined all these
responses into 1 sexual minority group. We
excluded those who selected “something else”
(n = 27), reported they did not know or were
not sure (an unprompted response category;
n = 111), actively refused to answer the ques-
tion (n = 310), or simply had no data available
(presumably having terminated the survey
before reaching the question; n = 1226) from
our study sample. The analytic sample size
was 9876. However, we assessed 2 items in
a subset of respondents. Firearm ownership,
assessed because of its association with un-
intentional injury and suicide deaths,33,34 was
asked only of landline households (n = 8741).
Opposition to an increase in the North Carolina
cigarette tax, assessed because tobacco tax
amount is negatively associated with tobacco
use,35 was asked of half of landline households
and all cell phone---only households (n =
4614).
Analysis
We estimated proportions of selected socio-
demographic characteristics by sexual orienta-
tion. We also used logistic regression to exam-
ine the relationship between sexual orientation
and outcome variables, and we have presented
age-adjusted odds ratios (AORs) and 95%
confidence intervals (CIs). We did not adjust for
other covariates because of the limited sample
size of sexual minorities and the exploratory
nature of the analysis. We used heterosexuals
as the reference group for comparisons. We
stratified all analyses by gender.
The North Carolina State Center for Health
Statistics calculated several sampling weights
designed to adjust the sample to reflect the state
population; multiple weights are necessary, as
all modules were not asked of all households
per the previously described survey comple-
tion patterns. Our analyses used the appropri-
ate sampling weight to accommodate North
Carolina BRFSS survey design.
Missing values on sociodemographic vari-
ables ranged from 0.30% for education to
17.84% for income. We opted not to use
multiple imputation. For income, however, we
have presented missing income as a distinct
category.36 Although the amount of missing
data on sexual orientation and outcomes of
interest was relatively low, we recognized that
sexual orientation and other study variables
were likely not missing completely at ran-
dom,37 so we had Taylor series variance
estimation in all analyses proceed under this
assumption (i.e., the NOMCAR option in SAS).
This preserved the North Carolina BRFSS
sampling structure and allowed accurate pa-
rameter estimation in the event that missing
data for any variable were associated with
sampling strategy. We conducted 2-tailed sta-
tistical tests of association with an a priori a of
0.05. We conducted all analyses using survey
procedures with SAS, version 9.3 (SAS Insti-
tute, Inc., Cary, NC).
RESULTS
Table 1 presents the demographic charac-
teristics of the study sample. About 2% of the
weighted sample identified as a sexual minority
(2.03%; 95% CI = 1.58, 2.50). Sexual minor-
ities were younger than were their heterosex-
ual counterparts, and sexual minority women
were less likely than were heterosexual women
to be living at less than 300% FPG. Sexual
minorities were also more likely to have been
recruited into the North Carolina BRFSS
through the cell phone---sampling frame than
were heterosexuals. On the basis of the un-
weighted data, 14.91% of sexual minorities
and 7.32% of heterosexuals were members of
cell phone---only households (P< .001). There
was no significant difference in race/ethnicity,
educational attainment, or employment status
between sexual minorities and heterosexuals.
Table 2 presents the relationship between
sexual orientation and our outcomes of inter-
est. We made all comparisons against a hetero-
sexual reference group of the same gender.
Mental health was consistently poorer for
sexual minorities; both men (AOR = 2.62;
95% CI = 1.22, 5.62) and women (AOR =
2.60; 95% CI = 1.40, 4.82) were more likely
to report experiencing 5 or more days of bad
mental health in the past 30 days. Additionally,
sexual minority men (AOR = 3.57; 95% CI =
1.76, 7.24) and women (AOR = 3.00; 95%
CI = 1.58, 5.70) were more likely to have been
diagnosed with any depressive disorder.
Sexual minority women were less likely to
have been diagnosed with angina or heart
disease (AOR = 0.19; 95% CI = 0.04, 0.87).
Sexual minority men were less likely to have
ever smoked 100 cigarettes (AOR = 0.42;
95% CI = 0.22, 0.81), although sexual minor-
ity women were more likely to have done so
(AOR = 2.92; 95% CI = 1.54, 5.54). Sexual
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minority women were also more likely to be
either a current smoker (AOR = 2.01; 95%
CI = 1.09, 4.09) or a former smoker (OR=2.11;
95% CI = 1.09, 4.09). Sexual minority men
were less likely to have never received an HIV
test in their lifetime (AOR=0.33; 95% CI =
0.13, 0.80). Sexual orientation was also associ-
ated with several elements of social context that
could influence health and health behavior.
Sexual minority women were more likely to
report having been always or usually stressed
about having enough money for their rent or
mortgage (AOR=2.31; 95% CI = 1.15, 4.64).
Sexual minority women were also more likely
to oppose an increase to the North Carolina
cigarette tax (AOR=2.32; 95% CI = 1.09,
4.97). Sexual minority men were less likely
than were their heterosexual counterparts to
keep a firearm in the home (AOR=0.27; 95%
CI = 0.10, 0.74), although both this item and
opposition to increasing the cigarette tax were
assessed only among a subsample of house-
holds.
DISCUSSION
Although North Carolina is the first South-
eastern state to include sexual orientation
identity on its BRFSS, many of our results were
consistent with other studies of adult LGB
populations. For example, we found that LGB
adults in North Carolina experienced poorer
mental health.11,15,38 We also found that sexual
minority women were more likely to have ever
been a smoker, to be a former smoker, or to be
a current smoker.39 We were, however, sur-
prised not to observe differences in health care
access between LGB and heterosexual popu-
lations. The lack of policies to protect sexual
minorities from employment discrimination as
well as an inability to enroll same-sex partners
on health insurance plans throughout much of
the state might have suggested the presence of
disparities in health care access.2 In Massa-
chusetts, there was no difference observed
between gay or lesbian and heterosexual adults
either, although bisexual men and women were
significantly less likely to have health insurance
or a usual source of care11; our null finding may
stem from the inability to observe bisexual
respondents as a distinct group. Similarly, we
were surprised to find that sexual minority men
were less likely to have ever been a smoker
than were their heterosexual counterparts.
Unexpectedly, sexual minority women were
more likely to experience worry or stress about
paying rent or mortgage, even though they
were less likely to be living below 300% FPG.
This finding may be related to the adverse
mental health sexual minority women experi-
ence. It may also reflect any number of un-
measured factors, particularly surrounding le-
gal relationship recognition and associated
consequences for income as mediated through
the increased cost of health insurance benefits,
income tax, and a variety of federal benefits.40
A combination of this income-related stress,
and a greater likelihood of being a current
smoker, may also be partially responsible for
sexual minority women being opposed to any
increase in the North Carolina cigarette tax.
Finally, because of the small number of
sexual minorities, we strongly caution against
placing too much certainty into any 1 specific
result; additional years of BRFSS data will be
needed to confirm these findings and allow
control of known confounders. Rather, we have
presented these results to illustrate that as
a whole, sexual orientation is a characteristic on
which health disparities are patterned in North
Carolina. That the disparities we did identify
were primarily related to smoking and mental
health outcomes points to the robustness of
TABLE 1—Demographic Characteristics by Gender and Sexual Orientation Identity:











Total 75 (2.27) 3605 (97.73) 86 (1.82) 6110 (98.17)
Age, y
18–34 15 (45.02) 439 (29.35) 17 (40.58) 655 (25.68)
35–44 10 (20.93) 485 (18.33) 23 (22.49) 806 (17.93)
45–54 21 (18.55) 680 (19.99) 23 (23.25) 1136 (19.40)
55–64 11 (7.52) 821 (16.17) 17 (10.72) 1355 (16.75)
‡ 65 18 (7.98) 1155 (16.16) 6 (2.96) 2089 (20.25)
Race/ethnicity
White, non-Hispanic 58 (68.73) 2831 (70.65) 68 (77.67) 4593 (71.30)
Black, non-Hispanic 10 (18.37) 445 (17.49) 9 (14.09) 1001 (20.69)
Hispanic or Latino 3 (10.90) 163 (7.98) 2 (1.73) 259 (5.24)
Other racial group 3 (2.00) 138 (3.88) 5 (6.51) 204 (2.76)
Education
£ high school or GED 18 (32.03) 1442 (46.88) 25 (35.87) 2401 (40.93)
Some college or technical school 20 (42.62) 849 (29.36) 18 (30.26) 1659 (33.93)
College graduate 37 (25.36) 1303 (23.76) 43 (33.87) 2040 (25.14)
Employment status
Employed 35 (52.44) 1850 (61.35) 55 (61.99) 2458 (46.96)
Unemployed 8 (14.09) 272 (10.79) 10 (8.95) 415 (9.29)
Unable to work 6 (5.32) 266 (6.24) 6 (8.50) 568 (7.96)
Not in work forcea 26 (28.14) 1212 (21.61) 15 (20.57) 2646 (35.79)
Income
£ 100% FPG 4 (5.93) 256 (8.53) 9 (6.57) 621 (11.17)
101%–300% FPG 25 (25.75) 1266 (27.72) 21 (15.87) 2224 (31.90)
> 300% FPG 39 (48.18) 1656 (51.37) 45 (59.39) 2113 (39.48)
Missing income data 7 (21.40) 427 (13.54) 11 (19.44) 1152 (17.45)
Note. FPG = federal poverty guideline; GED = general equivalency diploma. Numbers are unweighted counts. Percentages
reflect weighted proportions. Percentages may not add to 100% because of rounding. The sample size was n = 9876.
aIncludes homemakers, retirees, and students.
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TABLE 2—Selected Health Characteristics by Gender and Sexual Orientation Identity: North Carolina Behavioral Risk










No. (%) AORa (95% CI)
Health status
General
Fair or poor 11 (15.02) 782 (18.93) 0.99 (0.35, 2.82) 16 (21.66) 1380 (20.22) 1.44 (0.65, 3.21)
‡ 5 d bad physical health, past 30 d 18 (22.35) 669 (15.73) 1.96 (0.80, 4.80) 16 (15.67) 1414 (22.24) 0.79 (0.37, 1.70)
Mental health
‡ 5 d bad mental health, past 30 d 19 (34.90) 496 (15.94) 2.62 (1.22, 5.62) 33 (47.92) 1261 (23.98) 2.60 (1.40, 4.82)
Any depressive disorder 26 (31.95) 471 (12.26) 3.57 (1.76, 7.24) 31 (41.68) 1349 (21.40) 3.00 (1.58, 5.70)
Any disability limitations 20 (29.58) 948 (20.98) 2.00 (0.88, 4.55) 26 (33.39) 1820 (25.00) 2.01 (0.96, 4.23)
Chronic disability
Angina or heart disease 5 (1.98) 296 (5.43) 0.61 (0.21, 1.80) 2 (0.42) 338 (4.10) 0.19 (0.04, 0.87)
Hypertension 27 (23.23) 1532 (33.69) 0.87 (0.41, 1.81) 24 (21.96) 2526 (33.18) 1.00 (0.43, 2.33)
High cholesterol 23 (36.84) 1503 (41.22) 1.07 (0.43, 2.65) 23 (23.79) 2457 (38.64) 0.67 (0.34, 1.32)
Diabetes 13 (7.39) 539 (11.38) 0.98 (0.51, 1.91) 5 (4.30) 816 (11.33) 0.55 (0.17, 1.82)
Asthma 5 (9.93) 339 (10.83) 0.79 (0.22, 2.80) 21 (27.69) 865 (15.71) 1.94 (0.96, 3.92)
Overweight or obese 48 (68.29) 2559 (71.16) 0.98 (0.47, 2.06) 45 (51.83) 3347 (60.46) 0.74 (0.39, 1.40)
Obese 14 (15.65) 990 (29.07) 0.47 (0.18, 1.20) 25 (32.47) 1599 (30.69) 1.08 (0.55, 2.13)
Chronic disease risk behavior
Tobacco
Smoked ‡ 100 cigarettes in entire life 39 (31.70) 2085 (55.78) 0.42 (0.22, 0.81) 48 (62.89) 2509 (39.06) 2.92 (1.54, 5.54)
Current smoker 12 (13.81) 663 (23.57) 0.44 (0.16, 1.16) 27 (33.66) 1005 (18.59) 2.01 (1.04, 3.87)
Former smoker 27 (17.89) 1420 (32.19) 0.62 (0.31, 1.24) 21 (29.23) 1503 (20.46) 2.11 (1.09, 4.09)
Binge drinking, past 30 d 15 (14.83) 552 (21.33) 0.50 (0.21, 1.20) 11 (17.68) 357 (9.00) 1.60 (0.65, 3.94)
Physical activity and nutrition
No physical activity, past 30 d 17 (21.02) 869 (24.05) 0.88 (0.38, 2.02) 19 (24.81) 1804 (29.67) 0.89 (0.43, 1.88)
< 5 fruits or vegetables/d, past 30 d 60 (79.26) 3208 (89.66) 0.45 (0.20, 1.03) 72 (87.18) 4960 (82.76) 1.45 (0.68, 3.14)
Injury prevention
Do not always use seatbelt 4 (13.19) 363 (12.84) 0.87 (0.27, 2.84) 9 (9.53) 275 (5.14) 1.68 (0.54, 5.24)
Keep firearms in or around homeb 13 (20.22) 1700 (49.28) 0.27 (0.10, 0.74) 28 (46.57) 2077 (34.86) 1.71 (0.85, 3.47)
Screening tests
No HIV, lifetime 17 (31.27) 2372 (61.19) 0.33 (0.13, 0.80) 34 (39.10) 4010 (58.25) 0.69 (0.33, 1.48)
No blood cholesterol, lifetime 7 (25.73) 367 (20.04) 0.85 (0.27, 2.67) 16 (32.54) 455 (13.76) 2.01 (0.99, 4.08)
No routine checkup, past year 23 (38.31) 860 (32.27) 0.94 (0.40, 2.18) 20 (29.62) 1054 (21.34) 1.24 (0.61, 2.52)
Health care access
No health care coverage 14 (30.36) 469 (21.19) 1.23 (0.48, 3.12) 10 (13.55) 746 (17.72) 0.54 (0.22, 1.32)
No usual source of care 15 (32.71) 686 (33.17) 0.62 (0.23, 1.67) 13 (15.68) 639 (16.77) 0.61 (0.25, 1.47)
Cost prevented access, past year 12 (26.37) 421 (15.11) 1.77 (0.73, 4.29) 20 (26.32) 983 (21.31) 1.08 (0.51, 2.28)
Social context
Always or usually stressed about having money for rent or mortgage 8 (14.90) 411 (15.47) 0.90 (0.30, 2.72) 21 (39.44) 887 (19.82) 2.31 (1.15, 4.64)
Always or usually stressed about having money for nutritious meals 9 (10.64) 275 (9.67) 1.00 (0.36, 2.77) 9 (11.44) 613 (11.38) 0.91 (0.30, 2.75)
Oppose $1 increase of North Carolina cigarette taxc 13 (33.71) 679 (38.36) 0.96 (0.39, 2.38) 21 (54.54) 829 (30.22) 2.32 (1.09, 4.97)
Note. AOR = adjusted odds ratio; CI = confidence interval. Numbers are unweighted counts. Percentages reflect weighted proportions. The sample size was n = 9876.
aAORs use heterosexuals as the reference group and are adjusted for age.
bAsked of all landline households (n = 8741).
cAsked of half of landline households and all cell phone–only households (n = 4614).
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these findings in this and other samples.10,11,15
Elevated rates of smoking may be attributable
to a variety of LGB-specific factors, ranging
from internalized homophobia41 to targeted
advertising on the part of tobacco companies.42
Differences in mental health outcomes may be
owing, in part, to state policies and an envi-
ronment that stigmatizes or renders invisible
sexual minority lives, creating psychosocial
stress in the process. As shown in Figure 1,
these may be particularly problematic in the
Southeastern United States. There were many
variables for which we did not find a difference.
The lack of statistical significance may simply
reflect our small sample size, rather than true
health parity between LGB and heterosexual
populations. Nevertheless, consistently failing
to observe health disparities when expected
may offer clues on characteristics that protect
sexual minorities from poor health.21,43,44
Strengths and Limitations
This study has a number of important limi-
tations. First, with a single year of data, the
inferences drawn are limited by a small, youn-
ger sample of the North Carolina LGB popula-
tion. This small sample prevented us from
controlling for other variables that may con-
found the relationship between sexual orienta-
tion and our outcomes, such as time spent in
North Carolina. The sample size also prohibited
the disaggregation of gays and lesbians from
bisexuals, so our analysis cannot examine an
important source of heterogeneity among sex-
ual minorities.45,46 Second, although the sexual
orientation identity question has been demon-
strated as feasible to include in population
health surveys in other states,12,47 as a state-
added question that is not included in the core
demographic section it is among the last ques-
tions asked in the North Carolina BRFSS and
thus not answered by anyone who terminated
survey participation early. However, post hoc
bivariate analyses revealed that those who did
actively refuse to answer (n = 310) were more
likely to have less education, be of Hispanic
ethnicity, be older, or be women (data not
shown), which is generally consistent with other
state BRFSS surveys.37 Third, the North Caro-
lina BRFSS only assessed the identity dimension
of sexual orientation, and evidence from other
surveillance studies illustrates that the constel-
lation of health disparities changes depending
on if sexual orientation is defined by identity or
behavior.38,46 Lastly, North Carolina’s BRFSS
survey does not assess gender identity or gender
expression; transgender populations remain in-
visible in these analyses.
However, this study has several important
strengths, including its use of a commonly used
measure of sexual orientation identity in a large
probability sample. Unlike past iterations of the
BRFSS in other states, North Carolina did not
exclude individuals older than 65 years from
being asked about their sexual orientation.11,12
Despite limitations, this study provides impor-
tant information on a population with distinct
health disparities that has largely remained
invisible in research within the South. Fur-
thermore, to our knowledge this is the first
exploration into differences in firearm owner-
ship by sexual orientation.
Implications and Future Research
In 2012 North Carolina adopted a constitu-
tional ban on same-sex marriage.48 These 2011
data are the only state-level probability sample
we have about the health of sexual minorities in
North Carolina before the amendment’s enact-
ment, although they have limitations. Additional
waves of the BRFSS, as well as comparisons to
states with policies that are more LGB-affirming,
may help to elucidate the impact this ban has on
LGB populations in North Carolina, although
previous research leads us to expect it will prove
harmful to the health and well-being of sexual
minorities.17,19 Many theories of health dispar-
ities and health behavior suggest the importance
of state and local policies in the creation of
healthful environments.49---51 These likely in-
clude health-promoting policies that do not
currently exist in North Carolina, such as work-
place nondiscrimination.
Growing evidence of health disparities for
sexual minorities has implications for state
policies that can exacerbate such disparities.
Furthermore, there may be a relationship be-
tween more immediate mental health status
and distal chronic disease outcomes as medi-
ated through maladaptive coping behaviors
that warrants additional study.52,53 However,
some North Carolina policies may serve to
promote the health of sexual minorities. The
state’s School Violence Prevention Act, which
aims to protect students from bullying, includ-
ing that based on real or perceived sexual
orientation or gender identity, was passed in
2009.54,55 A study by the Gay, Lesbian, and
Straight Education Network found that sexual
minority students in schools operating under
these enumerated policies have better out-
comes, such as experiencing lower levels of
victimization, than do students in schools
without them.56 Although the benefit of re-
cently enacted school policy may not be ob-
servable for the adult cohorts in the BRFSS, we
call upon North Carolina to continue its lead-
ership in the South by including sexual orien-
tation in its Youth Risk Behavior Survey so that
we can understand the health of the state’s
young sexual minorities and develop appro-
priate interventions and policies to help them
thrive throughout the life course.
There are also technical implications for
state health surveillance systems. Because the
refusal rate of the sexual orientation question
was low, as expected,12 we strongly encourage
future iterations of the BRFSS to place sexual
orientation among the other demographic var-
iables rather than at the end. Data were missing
for approximately 10% of respondents—a sub-
stantial proportion considering the already
small number of sexual minorities in the
sample. Finally, we recommend that other
probability-based samples follow the example
of the BRFSS and include cell phones in their
sampling frame, as sexual minorities were more
likely than were heterosexuals to be reached
through this method.
Conclusions
A community-organized statewide purpo-
sive sample in the early 1980s provided some
of the first evidence of key health disparities for
gays and lesbians across North Carolina. This
1985 North Carolina Lesbian and Gay Health
Project study found substantial issues sur-
rounding the sensitivity of health care service
providers as well as elevated rates of chronic
disease, sexually transmitted infections, mental
health morbidity, and substance abuse.7
Twenty-eight years after North Carolina’s first
survey of gay and lesbian health, we find
similar patterns of health disparities in the
BRFSS, a representative state health surveil-
lance survey. We conclude, as did the North
Carolina Lesbian and Gay Health Project, that
“these issues warrant careful attention and
creative responses.”7(p45) Such attention has
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been largely, though not entirely,54,57---60 ab-
sent in North Carolina and the South. Although
these data from North Carolina provide the
first, to our knowledge, statewide profile of
LGB health disparities in the South using
BRFSS data, it is clear that additional prioriti-
zation is needed across this region of the
country by funders, health care providers, and
policymakers to eliminate disparities by sexual
orientation. j
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